MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 363-023366

DEPARTMENT OF PUBLIC HEALTH AND wEL.rAAIO42 1000

tion District . Primary Registration District Nao. = Regi s No.
DO NOT WRITE b —REKLEB%N oW . .
ON THIS STUB AMENDE ~ T —‘"gﬁ? ' .

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceasad lived. If institution: Residence before

+ COUNTY  Brshanan s 5TatlE Mo b. COUNTY  Bunhangp dmissen)
b. CITY {If outside corporate limits, give TOWNSHIF only]} !.enqrh of s1ay in 1b c. CITY Inside Limits

rowBt . Joseph 53yrs own St. Joseph YaZ Mo D

c. FULL NAME OF {If NOT in hospital, give location Inside Limit d. STREET i i i
HOSPITAL OR ( spital, ¢ } i mits STReET {If cutside, give location) Reside on Farm

'$/7 7
— insTonioN 421 Virginia Yes) NoD) 42] Virginia Yes O Noy)

i 7 _
. 3. MAME OF DECEASED First Middle . Last 4. DATE

{Type or print)

742 STATE FILE NUMBER

V5 300
Rev. 4/59

DATE AMENDED

Month Day Year

3
OF
y Agnes Skitek pEA™H  June 13, 1963
[ 5. SEX 6, COLOR OR RACE 7. Marriscd] Naver Married (] |B. DATE OF BIRTH | - AGE (1ast birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR .
i i . Month: D H in.
5 Female Wh-ite Widowed [ Divorcad [ Jan 21 y ]894 69 s ays ours I Min,
__l_ 10a. USUAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSIRY| 11, BIRTHPUACE {City and state or country) | 12, CITIZEM OF WHAT COUNTRY

d f orking life, if retired
uﬁg n{i:éoe erembleerevenu retirad) Homp Poland U-S oA.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND DR WIFE

John Stanaszek Rose Felix Skitek

‘ 15, WAS DECEASED EVER IN 'U.S. ARMED FORCES? 146, SOCIAl SECURITY NO. | 17. INFORMANT Address .
{Yes, no, nknown)] {If yes, give dates of i )
e Y e Rose Skitek St. Joseph, Ho

FB CAUSE OF DEATH (Enter only one cause per lIne Tar (4], (n; L pin : INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: . .| ONSET AND DEATH

IMMEDIATE CAUSE {a) / Cernn -géw s
Ao A g ot 7
Conditions, if any,|  DUE TO (8) ,

which gave rise to
above cause (3],
wating the under.
lying  cavse last. DUE TO (&)

FART, 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the ferminal PART I, If decoased was  female was
disease rondition piven in PART | {a} there a pragnancy in last $0 days.

ID Yes I B Neo | O Unknown

19. WAS AUTOPSY 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY DCCURRED. [Enter naturs of injury in PART ) or PART Il of item 18.)
PERFORME N o D 0
YES[] N M ~

20c. TIME OF Howu Month, Day, Year
INJURY a.m,

p..
20d. INJURY OCCURRED 20e. PLACE.OF INJURY [e.g;; in or about home, {-20f. CITY, TOWN, OR LOCATION . COUNTY STATE

WHILE AT WORK [J farm, factory, street, offica bldg., etc.}
NOT WHILE AT WORK (0

21, | aftended the d d from /9 (2 / 1o June 13 9]796 3 last “w,af;, alive on. G- /7- - 6_3_
- q : 29 AAM- m on the date staled above, and to the best of my knowiedg.from the causes stated.
22c. DATE SIGNED

zzm‘m (){ %u uE‘ Title) J 77h. ARDRESS B M B ‘“’;‘. o

23a. BUR!AL CREMATION, | 23b. DATE 23¢. NAME QF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {State)

N 6/15/63 |Mt. Olivet Cemetery St. Joseph, Mo

ADORESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
Bt. Joseph, Mo 01943 Virw Plid itontil]

v . -
{Licansed Embalmer‘s Statement on Reverse Side)

6
-
B |
R0 X

10

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

Deaih occurred st

USE BLACK INK

SHOULD READ

(( M; Mont. MQI;\Q CERTIFICATION

TYPEWRITER RIBBON

ITEM NO.




FYaY po
'2.{ :'r ot )\g.‘\} \“'.

f\., T ’ . "I‘
=l 1 =,
CRTARR:

S‘I’AI’EMEN'I'“BY LICENSED EMBALMER

| hereby certify that the body whose name is récorded on the reverse side of this certificate was embalmed by me,

Qudey . : : . : Student Embalmer No.

wqu'ing under my personal supervision.

Student
. Signature of Student Embalmer

Nofe The above MUST BE SIGNED BY THE LICENSED EMBALMER.m his OWN. HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.



